The results are presented of 21/2 years of experience of patients with out-of-hospital cardiac arrests who were resuscitated in an accident and emergency department (A&E) attached to an acute district hospital in Hong Kong. Out of 263 cases of out-ofhospital cardiac arrest as a result of a variety of causes only seven patients survived (3%) and among the 135 patients with cardiac aetiology only four survived (3%). Ways to improve the outcome for out-of-hospital cardiac arrest are discussed.
INTRODUCTION
Since the publication by Kouwenhoven' of the usefulness of closed chest compression for cardiac arrest in the 1960s, there has been great interest in the application of this knowledge. Community cardiopulmonary resuscitation (CPR) programmes have flourished in many developed countries. In Hong Kong, both the St John Ambulance Association and the Red Cross offer many basic CPR courses for the public. Studies have shown that bystander CPR, when initiated early, improves survival of patients suffering from out-of-hospital cardiac arrest.23 Survival rates of out-of-hospital cardiac arrest patients vary widely (0-26%). 4 One of the main variables that affects the success rate is the organization of the emergency medical system (EMS). The EMS, with one tier of emergency medical technicians (EMT) providing basic life support has the worst rate of success and systems with two tiers, consisting of EMT and paramedics providing advanced life support, have the best results.9 At the time of the present study our system belonged to the basic EMT classification. We compared our resuts with other countries with similar systems (Table 4 ) and the discharged alive rate for all rhythm groups was comparable.
In a Chicago study of outcome for out-of-hospital arrest in cities with populations of over 1 million, the survival rate was only 2% out of 3221 cases. An earlier study with 300 cases in Los Angeles however, (Table 4) and was certainly longer than the 4min recommended by experts. The despatch system of the Fire Service Department has recently been computerized and hopefully the call to despatch interval will shorten. Further decrease in response time is obviously desirable but costly. The second variable in the chain of survival is early CPR. Many studies have indicated the usefulness of immediate bystander CPR in improving the survival rate. In this present study we did not 37 systematically look into this factor but our impression was that bystander CPR was seldom practised in our patient population. This was reflected in our low initial VF rate (12%) despite the fact that 57% of our cases were witnessed arrests (Table 4) . Several approaches were suggested to improve the bystander CPR rate.9 The first was community-based CPR training as organized by the Red Cross etc. According to estimations made by the American Heart Association an adult CPR uptake rate of 20% in a community would be effective to decrease mortality and morbidity because of out-of-hospital cardiac arrest. It was our impression that the uptake rate in Hong Kong was much lower when compared with the United States. The second approach is to target CPR training to those who are more likely to come across cardiac arrests, e.g. staff of old people's homes and spouses of cardiac patients. A third approach is despatcher-assisted CPR using a telephone link.
The third factor in the chain of survival is early defibrillation. 10 
